OBJECTIVES The aim of this study is to show a simplified reversible approach to investigate and confirm vagal denervation at any time during the ablation procedure without autonomic residual effect.
and GE OEC 9900 radiological workstation (GE, Salt Lake City, Utah). Values are n, n (%), or mean AE SD. Table 2 .
Both groups presented a massive vagal response before ablation that completely disappeared in the DG following ablation (Figures 3 and 4) . 
DISCUSSION
A simple method of VS during electrophysiological procedures is very timely and appropriate due to the worldwide increase in autonomic cardiac interventions (10, 11, 17, 18) . In the first cardioneuroablation study (4), intravenous atropine was employed to determine whether the vagal denervation was complete. Additional ablation had to be performed in case of response. However, the long autonomic atropine effect (average half-life of 4.1 h) made any further evaluation difficult. For this reason, a simplified VS that can be repeated at any time during stepwise ablations causing no persistent autonomic modification seems to be attractive.
Because of the steerability for vein catheterization, the RF catheter was elected for VS by detaching it from the RF generator, although any other electrophysiology catheter could also be used for this purpose depending on the convenience of the operator.
As the sympathetic fibers usually regenerate in a few months, the term "parasympathetic denervation" could be correct only for the late phase. In the acute phase, there are both a parasympathetic and a sympathetic denervation (autonomic denervation); however, by using the VS in this study, we were able to test only the vagal (parasympathetic) denervation.
The sympathetic one was not accessed.
The feasibility and the immediate effect of this stimulation could be quickly observed before and after the electrophysiological procedures. Nevertheless, it is essential to assess whether the electrophysiological manipulation would cause some residual undesirable influence on the VS response. Therefore, our study 
FIGURE 3 An Example of a Patient From the Denervation Group Presenting With Severe Cardioinhibitory Syncope
The upper strip shows 9.8 s of vagal stimulation (VS) causing a pause (asystole) of 12.8 s pre-ablation. Following the vagal denervation, the VS is repeated in the same place causing no pause (lower strip), demonstrating a clear vagal denervation. During the stimulation, the rhythm remains normal without any change in the heart rate and in the atrioventricular conduction. The complete absence of vagal response in these cases is considered the primary endpoint for this procedure. RA ¼ right atrial channel. vation that can be progressively tested during the ablation by the method proposed here (Figures 3 and 4) .
Another potential convenience of direct vagal denervation is in the treatment of the VRAF (1,2,4) . In these cases, validation of the vagal denervation during ablation seems to be a significant hint. Additionally, in this group, the spontaneous appearance of AF following the asystole caused by the VS is very interesting, linking the AF trigger to the vagal tone modification (Figure 4) . Also, we have observed that the appearance of AF can be greatly increased by VS during isoproterenol infusion. However, that was not the aim of the current study.
Besides the spontaneous induction of AF, another potential usage of VS was to detect the presence of a second accessory pathway during Wolff-ParkinsonWhite syndrome ablation (mainly useful in cases with contraindication to adenosine) ( Figure 6 ). Both, right and left VS cause immediate sinus depression; however, for accessory pathway searching, the left VS is likely more appropriate as it usually causes functional AV block due to AV nodal inhibition. In this The upper strip shows a VS during 9 s that causes an immediate pause, leading to an asystole of 10.2 s that was followed by a spontaneous induction of atrial fibrillation (AF). The RA shows the sinus rhythm on the left, the sinus pause in the middle, and the AF on the right. This patient was treated with conventional AF ablation plus vagal denervation to abolish the vagal induction of the arrhythmia. At the end of the procedures, the VS was repeated for 11.5 s, and no pause and no AF were observed. There was a complete absence of the vagal response, reaching an important immediate endpoint of the treatment. Abbreviations as in Figure 3 . The latter can be useful in cases with adenosine contraindication. P ¼ blocked P-wave due to the vagal effect. Figure 3 . (23) . Most of the vagal innervation of the sinus node originates from the SVC-GP and superior right pulmonary vein GP, whereas most vagal innervation of the AV node originates from the IVC-GP.
Thus, it is possible to get a wide vagal denervation by anatomically ablating the atrial endocardium overlapping the GP areas (23) .
STUDY LIMITATIONS. In this study, we used the most intense vagal response, regardless of the side; however, more detailed researches of vagal response from each side will be highly desirable. Nonsimultaneous bilateral VS was the rule in CNA; however, it was not performed in all cases of VRAF and in the patient with anatomical barrier.
Another important issue would be the study of the laterality of the VS that was not foreseen in this initial 
CONCLUSIONS
The VS method proposed in the current study was feasible, easy, reversible in a few seconds, harmless, reliable, inexpensive, and showed no complications. 
